The continuum of medical education is not immune to the turbulent changes sweeping through our health care systems. While providers, consumers, policy-makers, and insurers grapple with the economic and political forces driving the changes in health care, medical educators have begun to initiate major reforms in undergraduate and graduate medical education as well as in continuing medical education (CME).
Indeed many of the changes in medical education mirror the emerging national trends and priorities in health care. They are designed to address a general growing concern about the need to ensure the delivery of competent and consistent quality care. For example many medical school curricula now include problem-based learning, medical ethics, an emphasis on the development of critical analytic skills, interdisciplinary approaches to care, and community-based learning experiences.
In addition to strengthening their trainees' communitybased clinical rotations, many graduate medical education programs now promote a generalist approach. These changes directly reflect the national shift to train more primary care providers and fewer specialists.
New approaches, concepts, and ideas to improve existing CME methodologies are also being refined. Long recognized as a major facilitator of change in practitioner behavior, CME is regarded as an important means for physicians to update the knowledge and skills necessary to provide the best possible health care to their patients.'
What is CME?
According to the Accreditation Council for Continuing Medical Education (ACCME), "CME consists of educational activities which serve to maintain, develop or increase the knowledge, skills and professional performance and relationships that a physician uses to provide services for patients, the public or the profession. The content of CME is that body of knowledge and skills generally recognized and accepted by the profession as within the basic medical sciences, the discipline of clinical medicine, and the provision of health care to the p~blic."~ This broad definition of CME recognizes that all continuing educational activities that assist physicians in carrying out their professional responsibilities more effectively and efficiently are CME. Continuing educational activities that respond to a physicians' nonprofessional educational needs or interests are not CME. 2 Over the years, concerns surfaced about the effectiveness and efficiency of CME.' CME was viewed as episodic and lacking in cohesiveness. Data about the effectiveness of educational strategies designed to change physician behavior and health care outcomes were sparse.
A recent review of the ever-expanding literature on CME yielded several papers that provide reassurance that CME really works.3,4 However at the same time these papers revealed that there are important steps that must be taken to enhance the effectiveness of CME activities.
These include careful planning, the implementation of targeted ongoing needs assessment, the meticulous preparation of a "focused stream of formal and informal educational activities the content of which is based on an understanding of what knowledge, skills and attitudes the learners need to improve their performance so that patients receive the very best possible care."' A strong evaluation component must be part of the structural framework of each activity. Traditionally such evaluation schemes relied on the assessment of participation, statements about the level of satisfaction and measures of changes in knowledge, skills, or attitudes of the participants. Today more complete evaluation plans should include assessment of improved performance and measures of patient, societal, or economic outcomes.
In 1995 Davis et al.4 published a pivotal paper entitled, "A Systematic Review of the Effect of CME Strategies," which supports the application of scientific and theoretical principles to evaluate changes in health professionals' performances in a move toward "evidence-based CME."4 In their quest for effective interventions, the authors identified practice-enabling strategies, including reminders, reinforcing strategies, the inclusion of recognized opinion leaders throughout the process, patient mediated strategies, role-playing, and peer discussion. CME interventions can alter physicians performance. The rate of change will vary from practitioner to practitioner. Motivation differences, existing levels of knowledge, and the willingness to recognize gaps of knowledge account for some of these discrepancies. There is also a need to recognize barriers to change and to devise strategies to overcome these barriers to effect ~h a n g e .~
Changes in physicians' performance should have a n impact on health care outcomes. Yet the alterations in health care outcomes are generally small. The lag may be due to the limited number and effectiveness of the proposed clinical intervention as well as the reluctance of patients to buy into physician recommendation^.^ All of these issues will be important to genetic health care professionals as they attempt to devise mechanisms to effect appropriate educational linkages with other professional groups particularly in their efforts to increase the genetic literacy of nongenetic health care providers. They will also play a major role in the development of our profession's strategies to achieve recertification.
